Objective: Studies from around the world point to differences in the rates of mental illnesses between immigrant, refugee, ethnocultural, and racialized (IRER) groups and host populations. Risk of illness depends on social contexts; therefore, to offer the best information for people aiming to develop and offer equitable services, local information on rates of mental illness in different population groups is required.
Social Determinants and Mental Illness in IRER Populations
The social determinants of health have been cited as possible context-related causes of differences in rates of mental illness between host and IRER groups, and between IRER subgroups. 3, 6, 7 Their impacts are complex and act at numerous levels, for instance, by increasing the exposure to life events and by undermining resiliency and coping networks. [8] [9] [10] [11] [12] [13] [14] [15] Social factors may have an influence over a life course to increase or decrease risk of developing a mental health problem or illness. [16] [17] [18] [19] Some increase vulnerability, others act as factors that precipitate illness, some prolong illness, and others still prevent illness or restore health. 5, [8] [9] [10] [11] [12] [13] [14] [15] 18, 20 Vulnerability at specific transitions in life, such as during migration, may be due to a significant increase in life stresses at a time when the social safety net may not be as strong. 3 Determinants of health, such as income, social support, education, employment, social environments, physical environments, personal health practices, child development, use of health services, and gender may have an impact on the health of any community. 3, 9, [21] [22] [23] However, IRER populations may be more exposed to the negative effects of these determinants. 3, 21 In addition, there are social factors that are more specific to IRER populations, such as migration, perceived discrimination, and language difficulties, that have also been associated with an increase risk of mental illness. 5, 14, [24] [25] [26] [27] [28] Exposure to different risk and protective factors varies for different IRER groups and depends on the social contexts in which a particular group finds itself. For instance, different classes of immigrant-economic migrants, refugees, temporary workers, and migrants seeking reunification with their families 29 -may have different social and economic situations. 29 These may be linked to different exposures to risk factors and factors that develop resilience or are linked to social support. Refugee populations are more likely than others to be fleeing war, torture, or other persecution. Exposure to these events is associated with an increased risk of the development of common mental disorders and PTSD. High rates of PTSD have been found historically in these Clinical Implications
• One size does not fit all in immigrant mental health in Canada; different groups may have different risks for mental illnesses.
• Refugee groups may have higher rates of common mental disorders and posttraumatic stress disorder than other Canadian groups.
• Reports of lower risks of suicide in immigrant groups in Canada should be treated with caution as risks may be different for different generations of the same immigrant group.
Limitations
• The literature on the rates of mental health problems and illnesses in immigrant and refugee groups is limited to a few provinces and mainly refers to studies in major cities.
• Few studies have been replicated; therefore, results should be treated with caution.
• Only a few ethnic groups have been investigated in Canada, hence there is no research on the rates of mental illness in most IRER groups.
considérés dans l'ensemble, les taux de suicide étaient faibles mais les groupes de différentes origines nationales déclaraient des trajectoires différentes des taux parmi les générations. La littérature sur les taux de maladie mentale et de suicidabilité chez les  groupes IRER du Canada est diversifiée et n'est pas exhaustive. En outre, plus de recherche  a été menée dans 3 provinces et, en particulier, 3 grandes villes. Les taux de maladie mentale  semblent varier selon les groupes d'origine nationale, l'âge, et le statut au Canada. Il y a très  peu de recherche sur les populations non immigrantes culturellement diversifiées au Canada.  Ce manque d'information peut nuire aux tentatives d'élaborer des services de santé mentale  équitables pour tous les Canadiens. groups. 5, 28 On average, economic migrants may have lower rates of such premigration risk factors than refugee groups, (although the actual exposure will vary from country of origin to country of origin and may depend on the reasons for immigration), and they may have lower levels of PTSD.
Conclusion :
Though premigration stresses have been considered important determinants of health, studies have demonstrated that postmigration factors may be more important. 5 Such postmigration factors are many and varied and include the social and economic status of immigrant groups in a particular country and the ability of a group to adapt and acculturate. 3, 7 The area to which groups migrate will also have an impact on risk. Migration to a city may be different from migration to a rural area, and immigrants who migrate to areas with a higher proportion of other immigrants may have a lower risk of developing some mental health problems. 30 Postmigration contexts may change. Because of this the risk profiles of a particular ethnic or country of origin group could change over time.
Different generations of immigrants from the same ethnic group may have different social realities. This may be associated with different risks for and rates of mental illness. Some studies have demonstrated higher rates of depression and psychosis in second-generation immigrant groups, compared to first-generation groups. 31, 32 The reasons for this are unknown but one issue of importance may be that first-generation immigrant groups may be more likely to stay close together in particular areas and thus benefit from social support of others in their group. Such social support may buffer the impact of social risk factors on mental health. 3, 7 The second generation may be more likely to move away from the initial area of immigration and, by doing this, may lose some social support while exposing themselves to risk factors, such as racism, that some have linked to the development of mental health illness. [33] [34] [35] [36] Minority ethnocultural or racialized groups that are not immigrants may also have different levels of exposure to social risk factors and rates of mental illnesses, although the exact mechanisms through which such differential exposure occurs and leads to differences in illness rates have been less well researched. Beiser 7 has eloquently discussed the paradigms that have influenced the conduct of research into immigrant health. Worldwide, the sick immigrant paradigm has often been a starting point. This proposes that higher rates of health problems in immigrants are because the least healthy people emigrate. However, in Canada, which has stringent entry requirements, the healthy immigrant paradigm has dominated. This portrays new immigrants as the cream of the crop, with lower rates of health problems. It posits that if they get ill after they settle in Canada it is due to their health declining to the Canadian average because of exposure to local risk factors or the stress of the resettlement process. 7 Beiser 7 proposes a third framework: health is the outcome of interacting processes, including predisposition, which may be genetic, or based on premigration exposures and experience-as well as postmigration stressors and individual and social resources. The interaction paradigm aims to take into account IRER group characteristics, preand postmigration stressors, and strategies adopted by individuals, their families, and social and population groups to cope with immigration and resettlement. By doing this, the paradigm attempts to consider the various determinants of health, including country of origin, entry class, previous exposure to illness, levels of acculturation, and coping strategies. The aim is to build a comprehensive model of immigration and health that includes not just risk but also protective factors, such as the supportive and stress-buffering effects of personal and social resources. 7 A recent further elaboration of the social causes of mental illness tries to simplify the multiple levels of risk and protective factors that may be at work. It offers a 4-dimentional model to consider etiology. 37 Dimension 1 includes the risk and protective factors at an individual level; dimension 2, the ecological (group and environmental) risk and protective factors; dimension 3, the interaction between individual and ecological risk factors (for instance, certain individual factors, such as substance abuse, may change the environment in which a person lives or certain environments may increase the risk of exposure to individual-level risk factors or the impact of individual risk factors), and dimension 4 is the role of time. 37 Time includes sensitive periods where risk factors are particularly influential, the latent period between exposure to risk factors and the development of problems, the length of exposure that is required for a risk factor to have an impact, and consideration of the life course. 37 Because there are numerous social contexts that may have impacts on the incidence and prevalence of specific illnesses, the rates of illness in specific groups may differ from country to country and from group to group. The situation of IRER groups in Canada has been investigated by many, including Kirmayer and Beiser (see Beiser, 7, 38, 39 Beiser et al, 9 Beiser and Wickrama, 11 Hyman et al, 16, 17 Whitley et al, 22 Kirmayer et al 23, 40, 41 ). To offer the best information for people aiming to develop and offer equitable mental health services, local information on rates of mental illness in different population groups is required. 42, 43 We conducted a review of published peer-reviewed papers based on Canadian data that reported rates of mental illness in IRER populations. We aimed to offer the best assessment of the prevalence and incidence of mental health problems and illnesses in IRER groups in Canada.
Models for Understanding the Causes of Different Rates in IRER Populations

Methodology
Literature Review
The review was conducted with funding from the Mental Health Commission of Canada and the Centre for Addictions and Mental Health between October 2008 and July 2009. It was limited to papers published in the last 20 years because immigration patterns, IRER groups, and the social contexts and determinants to which groups are exposed changes over time. Current incidence and prevalence rates were considered most useful to people developing and offering services.
Our search criteria were broad and set to include all papers on mental health in Canada for IRER groups. Electronic indices were used to identify articles: PubMed, PsycINFO, Google scholar, Google, Scholar's Portal, MEDLINE, CINAHL, AnthroSource, Ovid, Social Science, and Healthstar. There was no restriction in language.
We used the following key words (combinations of these terms were primarily used): Canad*; minorit*; ethno-racial; visible minorit*; race, cultural, culture; ethno-cultural; racialized; ethnic; Asian; African; Caribbean; Latin American; Black; White; mental health; mental illness; mental disease; mental disorder; mental health problem; depression; schizophrenia; mood disorder; anxiety; posttraumatic stress disorder; mental health services; service use; service utilization; mental health approaches; rates; determinants; determinants of health; social determinants; mental health determinants; barriers; immigrants; centers; health facilities; "Emigrants and Immigrants"; *mental disorders/ or exp adjustment disorders/ or exp anxiety disorders/ or exp delirium, dementia, amnestic, cognitive disorders/ or exp dissociative disorders/ or exp eating disorders/ or exp factitious disorders/ or exp impulse control disorders/ or exp mental disorders diagnosed in childhood/ or exp mood disorders/ or exp neurotic disorders/ or exp personality disorders/ or exp "schizophrenia and disorders with psychotic features"/ or exp "sexual and gender disorders"/ or exp sleep disorders/ or exp somatoform disorders. A librarian was consulted to ensure all key terms and articles were included.
The search was repeated to ensure French-language papers were not missed, and the French-language database Repère was included.
When searching the literature, key words were used to scan entire documents for a match rather than titles and abstracts. All references were recorded and stored electronically using Reference Manager, Version 11 (Reuters T, Computer software, New York, NY).
Forward and backward tracking was conducted. After reading all the papers, bibliographies were reviewed for further documents.
For the purposes of this paper, literature reviews and metaanalyses were not included. If the same data were reported by 2 different papers, only the first report was included. Papers published in peer-reviewed journals and the grey literature were included, allowing the review to capture data from reports of organizations, such as Statistics Canada, Metropolis, and community agencies.
All English-language papers were read by one author, and French-language papers by another. An extraction form was developed and completed for all papers where either an incidence or prevalence rate of a mental illness were reported for an IRER group. These groups needed to have been cited by the paper's authors by using identifiers of ethnicity, race, or national origin. For inclusion, the authors needed to report the diagnostic tool used and assess the number of people with a mental health problem or illness in a particular specified population during a particular specified time period. Suicide attempts and rates of suicide were included because of their significance in the design of services, although it is recognized that these are not mental illnesses, per se.
Results
In total, 1372 articles, book chapters, and dissertations were found. Of this total, 229 papers were reviewed. Articles were excluded for various reasons but the most significant articles were those that focused on Canada's First Nation population or that did not include data on Canadian populations. Among the 226 papers read, 42 were primary research studies on the rates of mental health problems in IRER groups. Twenty-five of these papers were excluded:
• 17 papers did not report a rate of an actual mental illness measured by a tool In total, 17 papers were identified as primary research that reported the rates of mental illness and suicidality in IRER groups. Most papers reported rates for depression but the literature includes studies of suicidality, CD, and other mental illnesses. Six papers studied more than one mental health problem. Some research was conducted with data from across Canada but most took place in British Columbia, Quebec, or Ontario. Within these provinces, Toronto, Montreal, and Vancouver were most often studied.
Our paper is divided into sections based on diagnosis.
Depression
Ten of the papers focused on depression (Table 1) . [44] [45] [46] [47] [48] [49] [50] [51] [52] [53] Ali 44 reported a lower prevalence rate of depression in immigrants than those born in Canada. Other studies have concurred with the finding of lower rates of depression in immigrant groups in general. 48 There have been variable results when specific national origin adult groups have been investigated; Fenta et al 45 The only child sample included is that of Tousignant et al, 53 who found that refugee adolescents had an elevated prevalence of major depression and dysthymia, compared with Quebecois adolescents.
Lai conducted studies of depression in older (aged 55 years and older) Chinese-Canadian and South Asian adults (see Lai [49] [50] [51] and Lai and Surood 52 ). In general, they reported higher prevalence rates of depression than had been estimated for non-IRER older adults in Canada. 52
Suicidal Ideation and Attempts
Three studies investigated suicidal ideation and nonfatal attempts in IRER groups in Canada (Table 2) . 48, 53, 54 Two studies measured suicidal ideation or attempts during the previous 12 months, while 1 reported lifetime prevalence. Visible minorities as a whole reported lower rates of suicidal ideation and attempts. 48 However, the rate of suicide attempts was high in refugee girls. 53 The last study 54 reported that suicidal ideation and attempts were increasing 
Death by Suicide
One study 55 compared suicide rates in immigrants and Canadian-born people and reported a lower suicide rate in immigrant groups (Table 3 ).
Conduct Disorder
The 2 studies of CD in IRER populations were both undertaken in Quebec (Table 4 ). 53, 56 They find that some immigrant groups and refugee groups have higher rates of diagnosed CD than the general youth population in Quebec.
Other Mental Health Problems
Various other mental illnesses have been investigated in IRER groups (Table 5 ). 53, [57] [58] [59] [60] These include the prevalence of PTSD, 59,60 anxiety states, 53, 60 and the incidence and prevalence of any psychiatric illness. 53, 57, 58 However, these studies all had different methodologies and none were replicated.
Interpretation
Main Results
Our paper has investigated the rate of mental illness and suicidality in IRER populations in Canada. Depression was most often studied. The results are complex, with national studies reporting lower rates of depression in immigrant groups but elevated rates were found in some refugee populations and in particular age, sex, and national origin groups. However, similar to when immigrant groups are considered as a whole and suicide rates are low, different national origin groups may have different trajectories across the generations. There were no papers presenting rates of psychoses. There does seem to be evidence that refugee youth in Quebec have higher rates of numerous illnesses Much of the research was conducted in just 3 of the 13 provinces and territories, even though all provinces in Canada have significant IRER populations. In addition, in these 3 provinces research was conducted in major cities despite a significant rural IRER population. The research is not comprehensive; East Asian and South Asian groups predominate. There is no specific research on most of the 200 diverse ethnic groups residing in Canada.
Explanation of the Findings
Evaluating the findings of the research may be complicated by inaccurate population counts and demographic differences between groups. 42 In addition, diverse IRER groups are often lumped together as one population or they are grouped by major geographic region (for example, Asian and African). This blanket approach to categorization of groups is not fine-grained enough for the development of equitable services at a local level. For instance, there are major cultural differences within areas such as Asia.
Few studies have been replicated. The literature is dominated by single investigations of either specific ethnic groups or very wide groupings, such as the term immigrants. There are rarely detailed descriptions of groups or enough information on the breakdown of rates by different subgroups-for instance, first-or second-generation groups-so that more in-depth analyses of the literature can be offered.
Studies were focused on reporting rates for different IRER groups and rarely assessed social risk factors. The lack of a clear pattern in the rates of illness for different groups may reflect the lack of information on, or controlling for, demographic differences and differences in social context. The lack of detail may, in part, be because many studies were either secondary analyses, and so more in-depth demographic data were unavailable, or were small, making subanalyses were impossible.
A further methodological issue is that the tools in studies rarely have a clear cross-cultural validation and the smaller studies do not report their power.
There have been numerous calls for better research into IRER populations in Canada. 3, 7 Because IRER groups differ significantly in their pre-and postmigration social contexts and risks, there is a need for more sophisticated research paradigms that are able to identify the differences in experience or exposure of different groups. Beiser 7 argues that focusing on the experiences or exposures of specific groups rather than on whether people belong to groups or categories, such as immigrants, may help shed light on the processes that lead to differences in risk and rates of illness. Investigating within-group characteristics, such as age, sex, educational level, language fluency, length of residence in Canada, and availability of community support, may reveal combinations of factors that give rise to health risk.
Beiser 7 concludes that "research in immigrant and refugee communities must be based on methodologically sound and appropriate measurement, an often thorny and difficult topic." p S39 
Conclusions
Few clear conclusions can be made from this work, apart from that the rates of mental illness seem to vary by national origin groups, age, and by the reasons for being in Canada (that is, whether a refugee or an immigrant). There is insufficient information to predict the rates of mental illness in particular groups and there is very little research on nonimmigrant diverse populations.
Despite Canada's diversity-more than 20% of the population are immigrants and in some cities, such as Toronto, more than 70% of the population are first-or second-generation immigrants-there is very little comprehensive information on the rates of illness or the needs for mental health services in these groups. This lack of information may undermine efforts to develop equitable mental health services for all Canadians, as is the target of the Mental Health Strategy for Canada. 43 
